
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  06/25/2014
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

151544 06/24/2014

R

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1841 E SUMMIT ST
HARBOR LIGHT HOSPICE

CROWN POINT, IN  46307

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{L 000} INITIAL COMMENTS {L 000}

 This was a revisit for a federal recertification and 

state relicensure survey conducted May 5 - 14, 

2014.  

Survey date:  6-23 -14 and 6 -24 -14 

Facility #:  009088

Medicaid Vendor #:  200121780A 

Surveyors:  Ingrid Miller, RN, PHNS 

Harbor Light Hospice was in compliance with IC 

16-25-3 and the Conditions of Participation 42 

CFR 418.  

Census:  1140 skilled unduplicated census in past 

year

Quality Review: Joyce Elder, MSN, BSN, RN

June 25, 2014
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